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Abstracts / International Journal of Surgery 36 (2016) S31eS132 S69Aim: We evaluated the morbidity, mortality and reversal rates of emer-
gency Hartmann’s procedure.
Method: This was a retrospective study of 104 consecutive patients
operated on at our institution between January 2010 and June 2014.
Result: The most common diagnosis was diverticular perforation 68(65%),
followed by cancer 24(23%). The most common complications were intra-
abdominal collection/abscess (19%), wound infection (19%) and hospital
acquired pneumonia/HAP (18%). 3 patients returned to theatre for stoma
revisions, 26 required image guided interventions. 4 patients required TPN
and 2 patients were re-admitted to ITU. 9(8.6%) patients died during their
initial admission and 2 within 90 days after surgery, both from metastatic
disease. Of 92 patients who had a discussion with a colorectal surgeon
regarding the option of reversal only 15 had their stomas reversed.
Conclusion: The postoperative in hospital mortality rate after emergency
Hartmann’s procedure was 9%. The most common complications were
intra-abdominal collections, HAP and wound infections. Re-operation rate
was low. The low reversal rate of 14% appears to be at odds with those
previously quoted in the literature (23 - 45%). Reversal was more likely in
male patients, those of younger age, with a low BMI, and those with a
benign disease.http://dx.doi.org/10.1016/j.ijsu.2016.08.189
0884: HIGHER OPERATIVE MORTALITIES ARE ASSOCIATED WITH LAPA-
ROTOMY, BOWEL RESECTION AND STOMA FORMATION IN EMERGENCY
SURGICAL ADMISSIONS
B. Ibrahim 1,*, I. Ibrahim 1, D. Porter 2, M. Wilson 2, P. Patil 2. 1University of
Dundee, Dundee, UK; 2NHS Tayside, Dundee, UK.
Aim: To determine operative mortality in our trust over different surgical
cohorts.
Method: Analysis of mortality in emergency admissions between January
2008 and 2014. Categorised according to operative versus non-operative,
laparotomy versus laparoscopy, small bowel and colonic resection versus
nil and stoma versus no stoma.
Result: 40,389 emergency admissions to general surgery with an operative
cohort of 8501 (21.0%). Of these, 1566 (18.4%) underwent a laparotomy
versus 3302 (38.8%) laparoscopic procedures. A small bowel or colonic
resection was performed in 1105 (13.0%) of the operative cohort. A stoma
was formed during laparotomy in 441 (28.2%) cases.
It was shown that emergency surgery necessitating laparotomy, small
bowel or colonic resection and stoma formation is associated with the
highest level of 30-day mortality (6.19%, 3.6% and 8.1% respectively) and 1-
year mortality (16.1%, 12.1% and 25.4% respectively).
Laparoscopic, no resection and no stoma surgeries had lower 30-day
mortality rates (0.48%, 1.9% and 5.4% respectively) and 1-year mortality
rates (1.9%, 5.2% and 12.9%)
Conclusion: Emergency surgery necessitating laparotomy, resection and
stoma formation is associated with the highest levels of mortality at 30-
days and 1-year.
The above factors should be discussed with patient before obtaining
consent.
Further analysis is required on sepsis, age and neoplasm.http://dx.doi.org/10.1016/j.ijsu.2016.08.190
0913: IMPROVING THE CARE OF EMERGENCY LAPAROTOMY PATIENTS:
MINIMISING DELAYS RELATED TO OBTAINING RADIOLOGICAL
INVESTIGATIONS
K. Waite*, L.I. Lim, S. McAfee, S. Loganathan. Royal Albert Edward Inﬁrmary,
Wigan, UK.
Aim: Imaging is commonplace before emergency laparotomy. The EPOCH
trial is developing peri-operative care pathways. Our aim was to assess
performance against EPOCH’s standard for obtaining CT imaging (2 hours
of decision) and identify potential improvements.
Method: An audit of emergency laparotomy patients was performed by
recording timings: admission, decision, scanning and reporting. Theresults were distributed via departmental meetings and email. Discussions
with the radiology department were initiated. To assess for change, we
repeated the audit.
Result: There were 18 and 23 patients in cycles 1 and 2 accordingly. In
cycle 1, the decision-to-scanning interval was 2 hours in 10/18 (55.56%)
and 6 hours in 17/18 (94.44%), compared to 2 hours in 14/23 (60.86%)
and 6 hours in 22/23 (95.65%) in cycle 2. In cycle 1, the decision-to-
reporting interval was 2 hours in 4/18 (22.22%) and 6 hours in 17/18
(94.44%). In cycle 2, this was2 hours in 3/23 (13.04%) and6 hours in 18/
23 (78.26%). The median decision-to-scanning and decision-to-reporting
intervals improved from 101 and 212 minutes to 101 and 180 minutes
respectively.
Conclusion: We demonstrated improvement following intervention.
Further work is needed to minimise the delays. Developments in peri-
operative care pathways will improve patient outcomes.http://dx.doi.org/10.1016/j.ijsu.2016.08.191
0921: OUTCOMES AFTER EMERGENCY LAPAROTOMY AT A SECONDARY
LEVEL HOSPITAL IN RURAL ZAMBIA
T. Hoskins 1,*, E. Hoogakker 2, R. Bleichrodt 2. 1Newcastle University Medical
School, Newcastle, UK; 2 Saint Francis' Hospital, Katete, Zambia.
Introduction: Prompt laparotomy can be life-saving but the procedure
itself is inherently dangerous. These risks are ampliﬁed in a resource poor
setting so this study aimed to explore the outcomes of emergency lapa-
rotomy at Saint Francis' Hospital, Zambia.
Method: All patients who underwent emergency laparotomy for an acute
abdomen at Saint Francis' Hospital between February 2012 and December
2014 were included. A proforma was designed to gather data retrospec-
tively using patient notes. The primary outcome measure was in-hospital
mortality. Secondary outcomesmeasures were the incidence of in-hospital
complications, classiﬁed using the Clavien-Dindo system, indication for
surgery and cause of death.
Result: During the study period 239 patients underwent laparotomy for an
acute surgical indication. In-hospital mortality was 12.6% (n¼30) with the
commonest cause recorded as ‘cardiopulmonary collapse' (n¼12) followed
by sepsis (n¼7). A further 70 patients survived in-hospital complications:
grade 1 (n¼32), grade 2 (n¼29), grade 3 (n¼9). No patients survived a
grade 4 complication.
Conclusion: When compared with the incidence of other complications
the mortality rate was high. The absence of any patients surviving organ
failure (grade 4 complication) can be explained by the limited intensive
care facilities. Changes in postoperative management could contribute to a
reduction in mortality.http://dx.doi.org/10.1016/j.ijsu.2016.08.192
0940: DOES THE IMPLEMENTATION OF A PREOPERATIVE BOOKING
CARD INCREASE COMPLIANCE WITH ADMINISTRATION OF ANTIBIOTICS
IN SEPTIC PATIENTS UNDERGOING EMERGENCY LAPAROTOMY SUR-
GERY AT EAST LANCASHIRE HOSPITAL TRUST (ELHT)?
O. Greenham*, D. Subar. Royal Blackburn Hospital, Lancashire, UK.
Aim: To identify if a preoperative booking card for septic patients under-
going emergency laparotomies promotes administration of antibiotic in
accordance with hospital sepsis guidelines. These state antibiotics must be
administered within three hours of diagnosis. Booking cards have been
shown to signiﬁcantly reduce morbidity and mortality in emergency lap-
arotomy patients.
Method: A retrospective audit was undertaken over a 10-month period
using a hospital database to identify septic patients who underwent
emergency laparotomies and to identify if booking cards were completed.
Patient clinical notes were used to identify timings of sepsis diagnosis and
administration of antibiotics.
Result: 36 patients were identiﬁedwith complete data, of which 15 (41.7%)
had booking cards. All patients (100%) received antibiotics prior to
completion of a booking card. Time from sepsis diagnosis to
